Although signet ring cell cancer (SRCC) has long been regarded as an adverse prognostic factor of gastric cancer, the findings of existing studies on this issue are inconsistent. We conducted a retrospective cohort study of 2199 consecutive patients with gastric cancer treated in a tertiary cancer hospital in Beijing, China, 1994 to 2013. The characteristics of SRCC and non-SRCC were compared. The prognostic effects of SRCC and other important clinicopathological factors on overall survival were evaluated by both univariate and multivariate Cox regression analyses and expressed as hazard ratio (HR) with 95% confidence interval (CI). SRCC accounted for 16.1% of gastric cancer, increasing from 6% to 20% over the last 2 decades, and was associated with younger age, female sex, poor differentiation, diffuse type, and distal location. SRCC (HR: 1.387, 95% CI: 1.177-1.634), stage (HR: 1.752, 95% CI: 1.458-2.106), surgery (palliative resection: HR: 0.712, 95% CI: 0.590-0.859; curative resection: HR: 0.490, 95% CI: 0.380-0.633), performance status (HR: 1.849, 95% CI: 1.553-2.201), and age (HR: 1.070, 95% CI: 1.001-1.143) were independent prognostic factors for gastric cancer, whereas time period of diagnosis, sex, and tumor location were not statistically significantly associated with overall survival. Subgroup analyses showed that the prognostic value of SRCC did not vary much with age, sex, performance status, stage, and surgery and chemotherapy status. As compared with non-SRCC, SRCC accounted for increasingly more of gastric cancer and was associated with younger age, female sex, poor differentiation, diffuse type, and distal location. It was an independent prognostic factor associated with worse survival in gastric cancer.
Introduction
Worldwide, gastric cancer is the fourth commonest cancer in terms of incidence and the third commonest cause of cancerrelated deaths, with an estimated 952,000 new cases and 723,000
deaths every year. [1] Despite the advances in diagnosis and treatment options, the prognosis of gastric cancer has not been improved much over the last 2 decades, [2, 3] with a 5-year survival rate of 25% to 30%. [4] [5] [6] Additionally, although the incidence of gastric cancer is decreasing, the proportion of signet ring cell cancer (SRCC) in gastric cancer was reported to be increasing in recent years. [7] [8] [9] [10] SRCC is a histologic diagnosis based on the microscopic characteristics of tumor, according to the World Health Organization classification. [11] It is defined by the presence of signet ring cell, which contains abundant intracytoplasmic mucin pushing nucleus to the periphery, in more than 50% of the tumor. The classifications by Lauren, Ming, and Sugano designate SRCC as "diffuse type," "infiltrative type," and "undifferentiated type," respectively. [12] [13] [14] Many studies have shown that the biological behavior of SRCC is distinct from that of other subtypes. [15] Due to its potential to infiltrate gastric wall and disseminate in the peritoneal cavity, SRCC has long been considered as an adverse prognostic factor of gastric cancer. [16, 17] However, the results of existing studies on the prognostic value of SRCC are inconsistent. For example, Shridhar et al [18] and Piessen et al [19] found that SRCC had shorter overall survival as compared with other patients (multivariate hazard ratio [HR]: 1.218, 95% confidence interval [CI]: 1.073-1.381 and 1.5, 95% CI: 1.1-2.0, respectively), while Kim et al [20] (multivariate HR: 0.948, 95% CI: 0.746-1.245) and Taghavi et al [17] (multivariate HR: 1.05, 95% CI: 0.96-1.11) found no differences in overall survival between SRCC and non-SRCC. Interestingly, some studies found that the independent prognostic value of SRCC may vary with the stage of cancer. For example, Jiang et al [21] found that among those with early gastric cancer SRCC was associated with significantly better survival as compared with non-SRCC (multivariate HR for non-SRCC vs SRCC: 2.366, 95% CI: 1.221-4.586), but it was not an independent predictive factor in patients with advanced disease (multivariate HR for non-SRCC vs SRCC: 1.171, 95% CI: 0.979-1.400).
China suffers from a heavy burden of gastric cancer, with the fourth highest incidence of gastric cancer among all countries. [22] Although some studies on the prognostic role of SRCC are available from China, most of them are limited by such problems as small sample size, [23, 24] no multivariate analysis, [23] and being restricted to specific patient groups, for example, those who had undergone surgery. [21, [24] [25] [26] We therefore recruited a large sample of patients to further investigate the prognostic value of SRCC in gastric cancer through a multivariate approach, adjusting for a number of important clinicopathological characteristics, with subgroup analyses according to age, gender, performance status, stage, surgery and chemotherapy. We aimed to examine the independent prognostic value of SRCC in relation to those of other variables. We also wanted to know if its prognostic value, if any, would vary with the status of selected clinicopathological factors.
Methods

Patients and data collection
Two thousand one hundred ninety-nine consecutive patients diagnosed with gastric cancer admitted to the Department of GI Medical Oncology, Peking University Cancer Hospital & Institute, Beijing, China during January 1994 to July 2013 were included in the present study. From their medical records the data on date of diagnosis, age, sex, Eastern Cooperative Oncology Group (ECOG) performance status, tumor location at diagnosis, stage of cancer, histological type (SRCC or non-SRCC), differentiation, Lauren classification, surgical procedure, neoadjuvant therapy (if applicable), chemotherapy regimens (if any), and the outcome of our interest, that is, overall survival, were extracted anonymously.
For convenience of analysis, date of diagnosis was categorized into 4 groups: 1994 to 1998, 1999 to 2003, 2004 to 2008, and 2009 to 2013. Age was also divided into 4 groups: <40, 40 to 49, 50 to 59, and ≥60 years. ECOG performance status is recommended by the World Health Organization to measure patients' functional performance, whose score ranges from 0 to 5, with 0 representing the best status. [27] In this study, ECOG performance status was divided into 2 groups, that is, 0 to 1 and ≥2, for analysis. Tumor location at diagnosis included fundus, esophagogastric junction, body, antrum, and multisite. The 7th edition of the American Joint Committee on Cancer staging system was employed to describe the pathological stage of cancer. [28] The World Health Organization classification of histological types was used to define SRCC. This criterion has not been changed through the whole study and all tissues were examined by experienced pathologists. Lauren classification included intestinal, diffuse, and mixed types. As it was not routinely used in Peking University Cancer Hospital until recently, Lauren classification was available for only a small part of the patients included for this study. Surgical procedure included curative resection (radical operation) and palliative operation, and neoadjuvant therapy was used only for the patients who received radical operation. First-line chemotherapy regimens, if any, were divided into regimen consisting of 1 to 2 drugs and that with more than 2 drugs. Also, the type of drugs was recorded, such as platinum based, taxane based, both, and others. Whether secondline chemotherapy was given to patients was also recorded. Overall survival was defined as the time from diagnosis to allcause death or the last date of follow-up, whichever earlier. Informed consent was obtained from each patient at the time of admission to hospital. The study was approved by the Ethics Committee of Peking University Cancer Hospital.
Statistical analysis
Patient characteristics were compared between SRCC and non-SRCC groups using Chi-square test. Overall survival rates were computed and survival curves generated by using the Kaplan--Meier method. Both univariate and multivariate analyses were conducted to evaluate the prognostic value of each clinicopathological factor mentioned above. Log-rank test was adopted to detect the difference between survival curves. Cox regression model including all clinically relevant variables as listed above was used to do multivariate analyses to control the potential confounding. The prognostic effects of patient characteristics on overall survival were expressed with HR and 95% CI. Sensitivity analyses were conducted to test the robustness of main results when only the carcinomas containing 100% signet ring cells were counted as SRCC. [29] Subgroup analyses according to age, sex, ECOG performance status, stage of cancer, surgery and chemotherapy status to see if the prognostic effect of SRCC, if any, would change with these important clinical factors. The level of statistical significance was set at a = 0.05, except for the test for subgroup difference, for which the level was a = 0.10. All analyses were conducted using the IBM SPSS Statistics 22.
Results
Patient characteristics
Patient characteristics are shown in Table 1 . Of the 2199 patients included for analysis, 354 (16.1%) had SRCC and 1845 (83.9%) had non-SRCC. The proportion of SRCC in gastric cancer increased steadily from 6.0% in the period of 1994 to 1998 to 20.0% in the period of 2009 to 2013 (P < 0.001). SRCC was more frequently seen in younger patients than in older ones, with a proportion of 32.3% in those aged <40 years decreasing to 10.5% in those aged ≥60 years (P < 0.001). Female were more likely to have SRCC than male (26.6% vs 12.2%, P < 0.001). The male-to-female ratio in SRCC was 1.24, as compared to the ratio of 3.24 in non-SRCC. Carcinomas located in the fundus or esophagogastric junction part of stomach were less likely to be SRCC than those in other sites (P < 0.001). Although Lauren classification was available for only 255 patients, statistically significance was observed between different types, with SRCC much more commonly seen in diffuse (47.7%) and mixed types (21.1%) than in intestinal type (3.4%) (P < 0.001). The majority of SRCC were poorly differentiated. Stage I cancer appeared to have less SRCC, but the difference between stages was not statistically significant. The distribution of SRCC did not vary considerably in the subgroups defined by ECOG performance status and surgery status. Among the patients who received radical operation, 4.2% (42/995) received neoadjuvant therapy, and there were more SRCC (28.6%) in the group with neoadjuvant therapy than in the one without (14.6%) (P = 0.013). Regarding palliative chemotherapy, there were more SRCC in the group receiving 1 to 2 drugs than in those receiving none or more than 2 drugs, and the taxane-based treatment group had more SRCC than other groups.
Overall survival and prognostic factors
Kaplan-Meier survival curves are shown in Fig. 1 . Of the 2199 cases, 1274 (57.9%) died during follow-up. The median overall survival of all patients as a whole was 20.8 (95% CI: 19.5-22.1) months (Fig. 1A) . For SRCC and non-SRCC, the median overall survival was 15.9 (95% CI: 14.1-17.8) and 22.1 (95% CI: 20.7-23.5) months, respectively (Fig. 1B , log-rank test: P = 0.002). The results of univariate and multivariate Cox regression analyses to evaluate the prognostic value of various factors are shown in Table 2 . Multivariate analyses showed that SRCC was an independent prognostic factor associated with worse survival (HR: 1.387, 95% CI: 1.177-1.634). Sensitivity analyses by changing the definition of SRCC (only the carcinomas containing 100% SRCC cells were counted as SRCC) did not change the results much (HR: 1.377, 95% CI: 1.081-1.754). We did not include differentiation in the multivariate analyses, as the majority of SRCC were poorly differentiated and thus inclusion of differentiation into the model would cause multicollinearity problem, in which case the prognostic effect of SRCC could be masked by differentiation. Lauren classification was not included in multivariate analyses either, because it was available for only a few patients and its inclusion in the model would severely reduced the statistical power. Apart from SRCC, older age at diagnosis (HR: 1.070, 95% CI: 1.001-1.143), poorer ECOG performance status (HR: 1.849, 95% CI: 1.553-2.201), and more advanced stage (HR: 1.752, 95% CI: 1.458-2.106) were also independent prognostic factors associated with worse overall survival, whereas surgery, including palliative resection (HR: 0.712, 95% CI: 0.590-0.859) and curative resection (HR: 0.490, 95% CI: 0.380-0.633), was independent prognostic factor associated with better overall survival. In this cohort, no evidence was found that the time period of diagnosis, sex, tumor location, neoadjuvant therapy, and first-line chemotherapy, regardless of the number and types of drugs used, had prognostic value, while second-line chemotherapy (HR: 0.777, 95% CI: 0.666-0.907) was associated with better survival. Subgroup analyses (Table 3) showed that the prognostic value of SRCC did not vary with sex, performance status, stage, and surgery and chemotherapy status.
Discussion
Although SRCC has long been regarded as an adverse prognostic factor of gastric cancer, the findings of existing studies on this issue are inconsistent (see Appendix 1 in the "Supplementary Appendix 1.docx," http://links.lww.com/MD/B94). Here we tried to compare the characteristics of SRCC with those of non-SRCC, examine its prognostic value with control fro confounding, compare it with other major prognostic factors, and also take into account the potential interaction of SRCC with important clinicopathological factors in a single study.
SRCC was found to account for 16.1% of all patients with gastric cancer, falling in the range reported by previous studies. [30, 31] Over the last 2 decades, the proportion of SRCC increased from 6% to 20%, which was consistent with the findings of previous studies from Western countries like France and the United States. [8] [9] [10] 32] Of note, this trend of proportion does not necessarily mean that SRCC was increasing in incidence, because the overall incidence of gastric cancer has been decreasing. For example, the U.S. national surveillance data showed that the incidence of intestinal type decreased consistently from 1978 to 2005, whereas the incidence of diffuse type, which is significantly associated with SRCC, increased through 2000 but then declined in recent years. [33] In this study, SRCC, as compared with non-SRCC, was found to be more frequent in younger patients, female, diffuse type, and other sites than the fundus of stomach, such as the middle and lower thirds of stomach. These findings are in line with previous studies from China, other Asian countries, as well as Western countries. [17, 34, 35] The association of SRCC with stage of gastric cancer has been controversial. Some studies found that SRCC was more frequent in early stage gastric cancer, which might be due to its depressed lesions and characteristic appearance that make it easily detected, [36] while others found more SRCC in advanced gastric cancer, arguing that it was because most SRCC were located in gastric corpus, which led to the late onset of clinical symptoms. [31] In the present study, SRCC appeared to be slightly more in advanced stage, but the difference was not statistically significant. Thus, this issue remains to be further investigated.
A lot of studies have evaluated the prognostic value of various factors in gastric cancer. Two studies from the United States [17, 37] found that Asian people had better prognosis than African American, whereas white people and Hispanic people lay in between them with comparable risk of mortality. Gill et al [38] found that the benefit from surgery was greater in Asians than non-Asians. Older age was consistently found to be associated with worse prognosis in previous studies, [8, 17, 34, 37, 39, 40] which was replicated in the present one. However, as the way age was treated in regression models differed across studies (e.g., age as a continuous or ordinal variable), the results from different studies are not directly comparable. To our knowledge, no studies have found significant association between sex and overall survival of gastric cancer in multivariate analysis, although Dittmar et al [41] found that female had shorter recurrence-free survival than male.
In this study, we found no evidence for the prognostic value of sex either. There was no statistically significant association between time period of diagnosis and overall survival, indicating that the prognosis of gastric cancer has not been improved much over the last 2 decades, similar to the situation in Western countries. [2, 3] Not surprisingly, stage at diagnosis, surgery (especially curative resection) and ECOG performance status were found to be the 3 most powerful prognostic factors for gastric cancer, while the impact of age at diagnosis was modest. We did not find that tumor location was associated with overall survival, contrary to previous studies showing that proximally located cancer had worse prognosis than those located in antrum or pylorus. [37, 38, 42] As mentioned previously in the Introduction section, the prognostic value of SRCC has long been controversial, with its relation to the stage of cancer being especially heavily Table 2 The prognostic value of patient characteristics.
Factors
Univariate HR (95% CI) P Multivariate HR (95% CI) P [20, 43] However, even the results of multivariate analyses from different studies still contradicted with each other in some cases. Several hypotheses have been proposed to explain the difference. [15, 44] In this study, SRCC was found to be significantly associated with worse survival in gastric cancer, which did not vary with age, sex, ECOG performance status, stage of cancer, and surgery and chemotherapy status. This may be because SRCC has greater potential for infiltrative growth, lymph node metastasis, and distant metastasis characterized by peritoneal dissemination, which are all associated with poor prognosis. [19, 45] Our findings support the notion that SRCC may represents a disease biologically distinct from gastric adenocarcinoma. [46] In fact, some gene expression data also supported this concept. [47] Thus, the results of this study have important implications for the clinical management of SRCC, including the type of surgery to be conducted, use of adjuvant therapy and follow-up strategy. Randomized controlled trials and meta-analyses showed that chemotherapy was effective and could prolong the overall survival by approximately 6 months as compared with best supportive alone in patients with advanced gastric cancer. [48] Interestingly, first-line chemotherapy was not associated with better survival in the present study. The 3-drug regimens even seemed to have statistically nonsignificant detrimental effects. It is not impossible that these results were confounded by stage and surgery; however, we have actually adjusted for these factors in the multivariate analyses. In addition, our post hoc stratified analyses showed that the results did not differ much between the patients receiving surgery and those who did not. Thus, it is unlikely that the results have been distorted by the surgery status of patients. We propose that the difference between our results and those of randomized trials favoring chemotherapy could be due to the following reasons among others. First, overall survival in randomized trials usually starts from the time of randomization, while in this study it starts from the time of first diagnosis of gastric cancer. The former approach excludes the survival time from first diagnosis to randomization, and could not reflect the prognostic impact of chemotherapy relative to that of other factors such as surgery. Second, patients included in randomized trials are generally in better condition, more homogeneous, and more likely to respond to chemotherapy than those treated in routine clinical settings where the efficacy of chemotherapy is greatly diluted by various factors. Third, the present study is a retrospective one and may suffer from unmeasurable bias. For example, there might be some important confounding factors that were not adjusted for by multivariate analyses.
Apart from the retrospective nature of study as just mentioned, another limitation of this study is that we obtained limited data on Lauren classification and no data on tumor size, lymphovascular invasion, lymph node metastasis, distant metastasis and time to recurrence, which are important to describe the behaviors of tumor and could help better explain the adverse prognostic effect of SRCC. Despite these problems, we think this study still has its own merit due to the relatively large sample size, comprehensive data analyses, and systematic summary of literature. In the future, specific strategies most suitable for the treatment and management of SRCC may be worthy of further investigation.
In conclusion, we found that SRCC, as compared with non-SRCC, accounted for increasingly more of gastric cancer and was associated with younger age, female sex,poor differentiation, diffuse type, and distal location. It was an independent prognostic factor associated with worse survival in gastric cancer. Early detection and aggressive treatments for the disease are thus warranted. 
References
